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Academic  Health  Science  Centres  (AHSCs)  have  been  a  key  feature  of  the  North  American
healthcare  landscape  for  many  years,  and  the  term is  becoming  more  widely  used  inter-
nationally.  The  deﬁning  feature  of  these  complex  organisations  is  a tripartite  mission  of
delivering  high  quality  research,  medical  education  and  clinical  care.  The  biomedical  inno-
vations  developed  in AHSCs  are  often  well  documented,  but  less  is known  about  the policy
and  organisational  processes  which  enable  the  translation  of  research  into  patient  care.
This paper  has  two  linked  purposes.  Firstly,  we  present  a  scoping  review  of the  literature
which  explores  the managerial,  political  and  cultural  perspectives  of  AHSCs.  The  litera-
ture is  largely  normative  with  little  social  science  theory  underpinning  commentary  and
descriptive case  studies.  Secondly,  we  contribute  to addressing  this  gap  by applying  a policy
transfer  framework  to the  English  case  to examine  how  AHSC  policy  has spread  internation-
ally. We  conclude  by suggesting  a research  agenda  on  AHSCs  using  the  relevant  literatures
of  policy  transfer,  professional/managerial  relations  and  boundary  theory,  and  highlighting
three key  messages  for  policy  makers:  (1)  competing  policy  incentives  for AHSCs  should
be minimised;  (2) no  single  AHSC  model  will  ﬁt all  settings;  (3)  AHSC  networks  operate
internationally  and  this  should  be encouraged.
© 2014  The  Authors.  Published  by Elsevier  Ireland  Ltd.  This  is  an  open  access  article  under
Y-NC-Nthe  CC  B
1. Introduction
Academic Health Science Centres (AHSCs) have been
a key feature of the North American healthcare and uni-
versity landscape for several decades. The term AHSC (or
variants of it) is now becoming more widely used inter-
nationally, for example in the Netherlands [1,2], Australia
[3] and the United Kingdom [4,5]. The deﬁning feature of
these complex organisations is a commitment to pursuing
a tripartite mission of (1) achieving high standards of clini-
cal care, (2) leading clinical and laboratory research and (3)
educating doctors and other health professionals.
∗ Corresponding author.
E-mail addresses: catherine.french@ucl.ac.uk (C.E. French),
ewan.ferlie@kcl.ac.uk (E. Ferlie), n.fulop@ucl.ac.uk (N.J. Fulop).
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0168-8510/© 2014 The Authors. Published by Elsevier Ireland Ltd. This is an open
org/licenses/by-nc-nd/3.0/).D  license  (http://creativecommons.org/licenses/by-nc-nd/3.0/).
As governments have become increasingly interested in
developing policy initiatives which encourage the transla-
tion of research into practical use for populations, AHSCs
have become important organisations in many healthcare
systems. Their multiple missions are considered vital for
the health and wellbeing of wider society, and they are
large recipients of public monies [6,7]. The biomedical
innovations developed in AHSCs are often widely dissemi-
nated through the research community, but less is known
about how these organisations work to achieve their three
missions, or how they try to overcome traditional bound-
aries to translate research into patient care.When AHSCs are less successful at achieving their mis-
sions, this may  not be because of the science, or even
funding issues, but due to competing policy pressures, or
social and organisational structures and interactions [8,9].
 access article under the CC BY-NC-ND license (http://creativecommons.
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y demonstrating how these factors hinder or enable par-
icular scientiﬁc discoveries to be translated into patient
are, or how organisational structures can help or hinder
nowledge sharing, the social sciences can make an impor-
ant contribution to the AHSC mission.
This paper has two linked purposes. Firstly, we  present
 scoping review of the literature on AHSCs as organisa-
ions, as distinct from the study of university or healthcare
elivery settings. In particular, we critically assess the work
hat explores the managerial, institutional, political and
ultural perspectives of AHSCs. We  aim to provide a wide
urvey of the subject area, highlight key papers in the ﬁeld,
dentify gaps, and draw out key themes and messages for
esearchers and policy makers.
We identify that the AHSC literature is largely atheo-
etical and heavily dominated by single case study reports
rom North America. Therefore, the second purpose of this
rticle is to provide a further contribution to the literature
y taking a policy oriented approach. We  do this by consid-
ring how and why the moniker AHSCs has spread in recent
ears, by using a policy transfer framework and consider-
ng the case example of England. We  discuss key themes
rom both the ﬁndings of our scoping review and the case
xample to outline a potential research agenda for AHSCs
nd conclude by drawing out policy implications.
. Deﬁnitions and missions of AHSCs
There is no universally agreed deﬁnition of an Aca-
emic Health Science Centre. Some view the essential
omponents of an AHSC as a medical school, its asso-
iated hospitals and clinical facilities and other health
rofessional schools [10]. Others argue that few deﬁnitions
dequately represent the scope and varied needs of these
omplex organisations, which differ both within countries
nd internationally [11]. The structure and composition of
ach AHSC is different and determined by a variety of fac-
ors, causing many to comment “when you have seen one
cademic Health Centre, you’ve seen one Academic Health
entre” [12].
Given this structural complexity, it may  be more appro-
riate to deﬁne AHSCs by the missions they pursue rather
han their organisational models. It is generally accepted
hat the core missions of AHSCs in all settings are to deliver
igh quality basic and clinical research, education to health
rofessionals and clinical care to patients. These multi-
le missions ensure that the governance and ﬁnancing of
HSCs are also complex [13].
Furthermore, an increasing policy focus on translational
esearch highlights AHSCs as appropriate vehicles through
hich to deliver research from the “bench to the bedside”
14]. Translational research is traditionally characterised as
 linear process which takes ﬁndings from basic research
nd delivers them as innovations in clinical practice, over-
oming gaps along the way [15]. This conceptualisation
oes not consider how behavioural processes may  inﬂu-
nce implementation, allow local interpretation of results
r enable only superﬁcial adoption of ﬁndings [16]. A social
cience lens, which considers the complexities of delivering
ranslational research and other missions in AHSCs, may 117 (2014) 382–391 383
provide a useful insight into these multifaceted organisa-
tions and their policy drivers.
3. Methods
We  outline our methods used for (1) the scoping review
and (2) the case example below.
3.1. Scoping review
As we aimed to provide a wide survey of the body of
work on AHSCs and a critical analysis to identify gaps, we
undertook a scoping review of the literature [17–19]. This
approach enabled us to identify, examine and summarise
the diverse literature on AHSCs, which contains a variety
of contributions, and highlight key themes. We  also pro-
vide some quantitative analysis to give an overview of the
current literature.
3.1.1. Search strategy
A bibliographic search was conducted of English lan-
guage publications, up to July 2012, using ISI Web
of Knowledge, Scopus and Business Source Premier
databases. These search engines were selected as they
encompass a wide range of scientiﬁc, health and social sci-
ence journals. No date limit was  placed on the searches. The
search was conducted using “Academic Health Cent*” OR
“Academic Medical Cent*” OR “Academic Health Science*
Cent*” in the title of the publication. In addition, a hand
search of selected management and health policy journals
and books was performed.
The inclusion criteria for the review were publications
that considered the managerial, institutional, political or
cultural aspects of AHSCs and their tripartite missions. Arti-
cles which related to a speciﬁc clinical or service issue
within AHSCs without broader reference to the organisa-
tion were excluded. The methodology of the publications
was not part of the inclusion or exclusion criteria. For exam-
ple, personal reﬂections of individual cases and events,
although potentially biased, are a large part of the AHSC
literature and so were included in this review.
The database search produced 3510 results, which we
reviewed by the title of the publication in accordance with
the inclusion and exclusion criteria (see Fig. 1). Of these,
599 publications were then reviewed by abstract or full
text, and 372 publications were included in the ﬁnal selec-
tion. The dominant themes and subject matter in the texts
were extracted using an open analysis, to enable a wide
range of themes to be drawn from the data [20]. A sample
of 100 publications was  reviewed and discussed by all three
authors to determine reliability of the inclusion and exclu-
sion criteria and to develop the key themes. The included
literature was then coded for country of origin, type of jour-
nal, year of publication, type of publication, the main theme
it addressed and any key recommendations.
3.2. Case exampleThe case example is part of a wider study on two  AHSCs
in England. It was  informed by an analysis of English pol-
icy documents between 1996 and 2012, together with
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Potenti ally rele van t pub licati ons 
identi fied after scre enin g elec tro nic 
databases (n =3510 )
Publications id enti fied for ab stract or full 
text ana lysis  (n =599 )
Sample of 100  re vie wed  by all au thors 
to ver ify inclus ion and exclusio n criteria 
and to de termin e key the mes
Publication s no t meeti ng incl usio n crit eria and  
excluded (n=2911)
Publication s no t meeti ng incl usio n crit eria and  
exclu ded  (n =240 )
Inclusion  of other id enti fie d pub licati ons fro m 
refere nce re vie w (n =13 )
f publica
3. Forming external partnerships with organisations suchPublication s include d in  re vie w (n=372)
Fig. 1. Flow diagram o
strategic organisational documents from English AHSCs
between 2007 and 2012.
4. Results
4.1. Scoping review
4.1.1. Type of literature
The majority of publications were from North Amer-
ica reﬂecting the historical use of the term AHSC in these
countries to describe a hospital and university partnership.
The earliest publication included in the review was pub-
lished in 1969 [21]. Articles from 141 different journals
were included in the review, with 28% of total publica-
tions reviewed appearing in the Journal of the Association
of American Medical Colleges (now Academic Medicine).
The key ﬁndings are summarised in Tables 1–4. The four
key themes identiﬁed are examined in more detail below,
with key policy considerations outlined.4.1.2. Theme 1: AHSC responses to external challenges
The volume of publications on AHSCs published at
any one time mirrors the perceived external challenges
faced by the organisations at various points in history. For
Table 1
Breakdown of publications reviewed by country of study (N = 372).
Country of study Number of publications
United States 322 (86.6%)
Canada 29 (7.8%)
United Kingdom 12 (3.2%)
Australia 4 (1.1%)
Cross country comparison 2 (0.5%)
The  Netherlands 2 (0.5%)
South Africa 1 (0.3%)tion selection process.
example, there was an increase in the number of papers in
the mid  to late 1990s, when AHSCs were facing unprece-
dented ﬁnancial challenges as a result of US healthcare
market reform [13,22,23]. This was due to a reduction in the
public funding of research and education, together with an
increasing number of managed care patients which forced
expensive AHSCs to compete with cheaper non-academic
hospitals, often for payments below cost [33]. Similar chal-
lenges were faced by Canadian AHSCs [11,34].
The literature includes a number of personal and organ-
isational case study accounts of AHSC responses to these
and other challenges [13]. The key documented responses
of AHSCs include:
1. Merger (and often subsequent de-merger) of whole or
part AHSCs, such as UCSF/Stanford [24].
2. Restructuring the organisations to create clearer gov-
ernance structures such as creating physician-hospital
organisations [35].as Health Maintenance Organisations [36].
Table 2
Breakdown of publications reviewed by type of journal (N = 372).
Type of journal Number of publications
Clinical 155 (41.7%)
AHSC Leaders and Policy Makers 130 (34.9%)
Health Policy/Management 72 (19.4%)
Basic Science 8 (2.2%)
Information Technology 3 (0.8%)
Research Policy 2 (0.5%)
General Management 1 (0.3%)
Law 1 (0.3%)
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Table  3
Types of publications reviewed (N = 372).
Type of publication Number of publications Examples
General commentary or opinion 190 (51.1%) Iglehart [22,23]
Case study of one or more AHSCs 93 (25.0%) Kastor [8,9]
Conceptual framework or theory development 28 (7.5%) Kitchener [24]
Report of survey 21 (5.6%) Souba et al. [25]
Literature review 4 (1.1%) Topping et al. [26]
Other (e.g. ﬁnancial analysis) 36 (9.7%) Koenig et al. [27]
Table 4
Main themes of publications reviewed (N = 372).
Main themes Number of publications Examples
How AHSCs respond to the external environments in which they operate 182 (48.9%) Blumenthal and Meyer [13]
The missions of AHSCs and the tensions between them 92 (24.7%) Task Force on Academic Health
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This theme is summarised in a review focussing on the
hanging environment facing AHSCs and their strategic
esponses [37].
.1.3. Theme 2: the many missions of AHSCs
The second, related theme in the literature is the role
f AHSCs in the wider health economy and the three
ore missions they set out to achieve. Again, most of
he papers in this theme are descriptive case studies or
ommentaries, and range from those that reﬂect on the
mportance of AHSCs as leaders in their healthcare sys-
em, particularly in Canada and the USA [38], to those
hat describe how AHSCs may  work towards each individ-
al mission (research, education and patient care) [39,40],
nd those that highlight the tensions between the missions
28–30].
A fourth mission identiﬁed in the North American litera-
ure is the “social mission” of AHSCs of caring for uninsured
ommunities in their localities. Some commentators call
or AHSCs to have a stronger emphasis on primary care
nd community needs [41], whereas others feel that AHSCs
hould concentrate on high end tertiary care and research
42].
The ﬁfth mission of AHSCs identiﬁed in the literature
s translational research. AHSCs are seen as centres for
he delivery of research from “bench to bedside” due to
heir joint missions of high quality research and health-
are delivery. Two papers usefully describe obstacles (and
otential solutions) to the delivery of translational research
n the AHSC setting [14,43].
The tensions between the missions are highlighted
y several authors, who describe pressures stemming
rom a variety of external requirements [44] as well as
nternal governance and power dynamics between indi-
iduals, such as the roles of the medical school Dean
nd the Chief Executive of the hospital. Essentially these
ensions stem from the need to achieve academic suc-
ess whilst maintaining ﬁnancial solvency by maximising
he number of patients through clinical facilities [45].
uthors call for policy makers to recognise this complexity
nd to ensure that competing policy incentives are min-
mised.Centres [28–30]
56 (15.1%) Weiner et al. [31]
42 (11.3%) Guo [32]
4.1.4. Theme 3: structure of AHSCs
Mission tensions and organisational complexity are
highlighted further in studies on the structures and gover-
nance of AHSCs. Several papers use conceptual frameworks
and descriptive case studies to consider how to opti-
mally arrange AHSCs. There is a range of AHSC structures
characterised by the extent to which the academic and
clinical missions operate under a single administrative
and governance framework [46], and no “one size ﬁts all”
model.
All AHSCs lie on a continuum with at one end a
model of full structural integration where all the col-
lective components are led by a single Chief Executive
Ofﬁcer and a common overarching board. At the other
end is a more loosely afﬁliated model in which the
university academic activities, medical school physician
practices and teaching hospital operations are each man-
aged by different leaders and governed by different boards
[46]. Under this model, integration is more functional
than structural with the different parts of the AHSC
remaining distinct legal entities but sharing strategic plan-
ning.
This conceptual framework is developed by several
authors who  outline detailed typologies of relationships
between medical schools and the “clinical enterprise”. For
example, one US paper offers eight organisational models
to medical school leaders and provides guidance on the
beneﬁts and drawbacks of each in managing relationships
between physicians, hospitals and other parts of clinical
delivery [31]. This model is also applied to the Dutch aca-
demic health system with the conclusion that although
adaption to a different national context is required, many
of the challenges faced by AHSCs cross national boundaries,
and therefore a more theoretically informed study of AHSCs
would be a “rich seam of inquiry” [1].
Many more papers describe detailed case studies of
the structures of individual or pairs of AHSCs, and how
these have adapted and changed over time, for example
Pizzo [47]. Barrett [46] charts the history of the varying
structure of the University of Florida AHSC, which was  cre-
ated in the 1950s as a fully integrated AHSC and which
now operates under a more distributed management and
lth Policy386 C.E. French et al. / Hea
governance model. Some international case study compar-
isons have also been made, most frequently comparing
US and UK models [48,49]. In summary, one of the main
lessons from this literature is that the type of model exist-
ing at a given institution reﬂects a combination of history,
politics and economics [50].
4.1.5. Theme 4: “herding cats”: management challenges
The ﬁnal related theme highlights the manage-
ment challenges for leaders of AHSCs, which Blumen-
thal [10] likens to “herding cats”. Papers highlight
the difﬁculties associated with managing a variety of
accomplished professionals, each with their individual
and professional values, performance frameworks and
external drivers. Again, many of the papers reﬂect-
ing this theme are commentaries or descriptive case
studies, but there are a few theoretically important
papers.
For example, Kitchener [24] explores the management
challenges of the failed merger of two AHSCs using an insti-
tutional approach. We  return to this paper in the discussion
section. In another example, Guo [32] draws on Mintzberg’s
typology of work roles to describe the roles (liaison, moni-
tor, entrepreneur, resource allocator) managers undertake
at AHSCs, arguing that their input is vital in a competitive
managed care environment.
The case study literature provides examples of personal
challenges faced by leaders in AHSCs [51]. Souba et al. [25]
survey leaders in AHSCs and suggest that closer alliances
between deans and surgery chairs may  lead to a better per-
forming AHSC. Some cases also provide examples of how
performance management frameworks have been imple-
mented at AHSCs, although they tend to only describe
where this has been successful [52]. Kastor’s accounts of
the “turmoil at Penn and Hopkins” and other AHSCs also
reﬂect on the difﬁculties of management within an AHSC
setting [8,9].
4.1.6. Summary of scoping review ﬁndings
This scoping review presents a broad overview of the
literature published on AHSCs over the last 40 years. Most
of the papers on AHSCs are commentaries or descriptive
case studies in North American settings. These papers do
not attempt to contribute to social science theory, but
they do provide rich descriptions of many of the issues,
tensions and problems in AHSCs, which can both inform
further research areas and provide some practical guidance
to managers and policy makers. Those papers that do con-
tribute theoretically, such as Kitchener [24] and Weiner
et al. [31], focus mostly on organisational structures or
typologies.
Therefore, despite many descriptions of the complex
issues within AHSCs, a major gap in the literature relates to
the academic study of social and organisational processes
within and between AHSCs. There is a lack of theoretical
understanding of the agency of people, teams and commu-
nities in AHSCs and how they work towards their missions,
and also how and why AHSCs are developing internation-
ally. 117 (2014) 382–391
4.2. Policy transfer and the English case
4.2.1. International spread of AHSCs
Although the AHSC term has also been used outside
North America [1,49,3] in recent years, there is very little
literature on the organisations in these countries, and on
why  and how the policy, concept or moniker of “academic
health” has recently spread internationally and what impli-
cations this has for policy making, translational research
and education in the countries that have adopted it. We
therefore suggest using the policy transfer literature to
explore the contextual factors that may  enable or hamper
this spread.
Policy transfer can be used to describe and analyse to
what extent, how and why policies are transferred between
different states and political contexts [53–55]. Dolowitz
and Marsh [53] suggest a series of questions as a framework
through which to analyse the process of policy transfer.
These questions are: what was transferred? Who  transfers
policy? What factors constrain or facilitate policy transfer?
What degree of transfer occurred? Why  is policy trans-
ferred? We  will brieﬂy consider the ﬁrst three of these
questions in relation to the development of AHSCs in Eng-
land to highlight some key features of AHSCs, demonstrate
how AHSCs can be studied and what the implications may
be for policy development.
4.2.2. AHSCs in England
Although the concept had been raised before [56],
AHSCs really entered the policy lexicon in England with
the launch of the Imperial AHSC in 2007. The merger of two
acute NHS hospital trusts in London formed Imperial Col-
lege Healthcare NHS Trust, which then “integrated” with
Imperial College London, creating the ﬁrst self-pronounced
AHSC in England. The leadership for the two  organisations
was  brought together through the appointment of one per-
son as both Principal of the Faculty of Medicine and Chief
Executive of the NHS Trust. Ideas were overtly drawn from
North American models [4].
The moniker AHSCs was then adopted at a national
level following a review of the English National Health Ser-
vice led by an eminent academic surgeon. In this review,
it was noted that “we [the government] intend to fos-
ter Academic Health Science Centres to bring together a
small number of health and academic partners to focus
on world-class research, teaching and patient care” [57, p.
57]. In March 2009, ﬁve partnerships were accredited as
AHSCs following consideration by an “international panel
of experts”. A further accreditation process took place in
2013 when one further AHSC was added to the original
ﬁve. The original designated AHSC partnerships consisted
of a university with a medical school, linking with a number
of NHS organisations, ranging from four to seven. Despite
the top down designation process, it was acknowledged
that there would be range of different organisations, in
common with other countries, reﬂecting local contexts.
The models ranged from the integrated model of Imperial
where the university partnered with one large NHS hospital
Trust, through to looser partnerships, such as Manchester,
where the university partnered with seven NHS organ-
isations, including hospitals, commissioning bodies and
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ental health providers. This spectrum of organisational
tructures mirrors that of North America as outlined in
heme three of our review [49]. Despite a variety of gover-
ance structures, all English AHSCs have attempted some
orm of meso (organisational) level integration of clinical
nd academic departments. This is through either a range
f programmes, such as those at UCL Partners, or the devel-
pment of quasi business units, such as Clinical Academic
roups at King’s Health Partners. Whatever the model, a
ommon feature of these programmes or business units is
eadership by a senior clinical academic.
What was transferred? This relates to the name, pres-
ige and underpinning missions of AHSCs. The AHSC label
s a portmanteau concept ﬂexible enough to be applied to a
umber of different settings, further reﬂecting the hetero-
eneity of AHSCs globally. The partnerships designated as
HSCs were not new. Relationships between organisations,
articularly those with fewer partners, were generally pre-
xisting through links between medical schools and large
eaching hospitals. AHSC accreditation did not bring any
irect additional funding to these partnerships. Instead,
HSC accreditation was expected to promote strategic
lignment of medical schools and NHS partners, enhance
he prestige of these organisations, protect current educa-
ion and research funding streams, attract new research
nd health care innovation funding and attract high qual-
ty staff [49]. Policymakers also explicitly stated that AHSCs
ere intended to compete globally with other centres [57],
eﬂecting the fact that biomedical research is seen as a key
river in the UK economy [58].
Who  transfers policy? Although policy transfer may
ccur through a number of different networks, often it is
oliticians and civil servants who “import” ideas from other
ettings [55]. In the AHSC setting, the policy network also
onsisted of academic elites from within English universi-
ies and the health sector. In this policy network, “academic
lites” are part of an epistemic community where people
nd ideas can cross national boundaries with relative ease
ompared to other domains, reﬂecting trends of growing
nternational collaboration in science, and a corresponding
nternationalisation of the profession [59,60]. This context
as conducive to international policy transfer, particularly
rom the United States where appropriate models exist.
What factors constrain or facilitate policy transfer? In
he policy transfer literature factors such as similar past
olicies, ideology or wider convergent forces are seen to
acilitate policy change [53,55]. There are a number of con-
extual drivers affecting policy convergence in the univer-
ity/health sectors. Firstly, science is more market oriented,
ith some identifying a shift from “Mode 1” knowledge
roduction (a search for a “higher truth”), to “Mode 2”
nowledge production where good science is that which
esponds to economic and social needs [61]. Secondly,
he exponential growth in biomedical research and the
equirement for value for money from publically funded
tudies all drive an interest in the “translation” of research
nd therefore potential policy approaches to facilitate it.In England, the Cooksey review [15] characterised
his process as a “translational pathway” which has two
aps—the ﬁrst gap (T1) relates to the translation of basic
esearch into ideas, treatments and products, and the 117 (2014) 382–391 387
second gap (T2) arises when introducing those ideas into
clinical practice. In light of the Cooksey report, and other
subsequent policy statements [57,58], numerous trans-
lational research policy initiatives have been introduced
which aim to bridge one or both gaps [2,62]. The accredita-
tion of AHSCs was one such early initiative designed mainly
to span the ﬁrst translational gap and to mobilise knowl-
edge from academia to clinical care.
Possible constraints to policy transfer may  include pre-
vious policy directions, policy complexity and local or
national contextual factors. While the concept of AHSCs
found a receptive context in England, the nature of the
adoption of the policy reﬂected a particular English context.
Whereas in other countries AHSCs were self-designated
and self-formed, the process in England was  a top down
one, and the designation of AHSCs by an international panel
reﬂects the centralised nature of English health policy.
Furthermore, at the time of accreditation, the health
sector in England was in a period of sustained investment,
which enabled an emphasis on quality improvement in
the NHS and consequently a conducive environment for
the development of AHSC partnerships. However, in com-
mon  with many other countries, the subsequent economic
downturn led to a period of stagnant or reduced funding
for the health and university sectors. This has reinforced
the importance of AHSCs developing appropriate business
cases to sustain the argument for continued public invest-
ment. A new government elected in 2010 has reemphasised
that AHSCs are important drivers for the UK economy and
the importance of the “growth” agenda has been explicitly
stated in recent policy documents [58].
Our brief review of English AHSC development through
a policy transfer lens has highlighted some relevant policy
questions for countries looking to pursue a similar model.
We now use this and our scoping review to suggest a future
research agenda in an area which has been traditionally
under theorised at a policy and organisational level.
5. Discussion—a policy research agenda for AHSCs
The themes outlined in our scoping review indicate
common AHSC organisational and policy issues, yet as
we identiﬁed there is a lack of social science literature
addressing them. In this section we  review these themes
and suggest three potential literatures which may  con-
tribute to addressing this gap. Firstly, we  draw on our
ﬁndings from the English case and policy transfer literature
to highlight key research questions on how AHSC policy
is developed, nationally or internationally. Secondly, we
consider the relationships between professionals and man-
agers in AHSCs. Thirdly, we address the second theme of our
review, that of tensions created by the tripartite missions
of AHSCs, by suggesting boundary theory as an analytical
framework.
5.1. Policy transfer and epistemic communitiesA key question emerging from our examination of the
English case is to what extent are the structures and
processes in AHSCs drawn from international models per-
ceived as successful, or shaped by national policy contexts?
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As we have demonstrated, policy transfer provides a use-
ful analytical framework to examine this question [63].
Studies of health policy have proved illuminating for the
framework [63]; yet where AHSC policy may  particularly
contribute is to the “who transfers policy” question.
Our case emphasises the role of “epistemic commu-
nities” of academics who hold senior positions within
AHSCs and operate in international scientiﬁc networks. Our
understanding of AHSC epistemic communities is partic-
ularly inﬂuenced by the use of the term in International
Relations (IR) [64] and Science and Technology Studies
(STS) [65]. In IR, epistemic communities are generally called
on by states to provide guidance in areas of uncertainty,
and gain their power from control over knowledge and
information [62]. Science policy also remains an area where
national governments defer broadly to “experts” and insti-
tutionalise expertise into civil service structures (such as
the Chief Scientiﬁc Ofﬁcer in England) [66].
In STS, epistemic communities conceptualise how dif-
ferent scientiﬁc disciplines make knowledge [67]. These
communities often operate in global networks and involve
collaborations that do not respect national boundaries
[65]. Further exploration of AHSC policy and the condi-
tions under which these epistemic communities develop
and operate may  help inform our understanding of pol-
icy transfer processes in this area, and in particular the
role of these networks on national policy, funding and the
delivery of the translational research mission. For example,
although the epistemic community involved in develop-
ing English AHSCs drew on North American models [68],
the case reﬂects a typically English centralised approach to
health policy making, in that AHSCs were formally accred-
ited through a top down process. This is in contrast to other
countries where the AHSC label is largely self-adopted,
albeit with national policy support. Comparative studies
of AHSCs and AHSC policy development in different coun-
tries, and to what extent epistemic scientiﬁc communities
can shape the policy context and the organisations them-
selves may  provide further insight into policy transfer
processes.
5.2. Professional and managerial relations
Our scoping review highlights concerns about exter-
nal challenges to AHSCs (theme one), and the appropriate
organisational structures (theme two) and management
challenges (theme four) of these partnerships. Within
these themes, much of the anecdotal literature exploring
US AHSCs implicitly or explicitly refers to the tensions
between healthcare professionals and managers, where
AHSC professionals often question the sense and logic
of managerialism [65]. This phenomenon has also been
widely considered theoretically in other professional and
healthcare settings [69], and could therefore usefully be
applied to aid our understanding of AHSCs and appropriate
policy responses.
A key research question emerging from the descriptive
cases is the extent to which powerful professional groups
can prevent/manipulate managerialist changes within
bureaucratic organisations. In one of the few theoretically
informed papers on AHSCs, Kitchener [24] considers the 117 (2014) 382–391
merger of Stanford University and University of California,
which failed within a year. This paper, although primarily
a consideration of the failed merger between two health-
care organisations, also informs us about the professional
and managerial tensions at the core of AHSCs. In this case,
the initial cost savings projected by management consul-
tants appeared to be over optimistic and the new merged
organisation was  not successful in generating increased
referrals.
Kitchener presents the case in an institutionalist fram-
ing and as a contest between a historically dominant
professional bureaucracy and a challenging logic of market
managerialism. It appears from the case that a semi-
submerged but still powerful professional core managed
to insulate the key elements of the AHSC (research and
teaching) successfully from the merger process. This core
then acted to reject the merger myth being over sold
by a challenging managerial coalition and policy ﬁeld
[24].
In contrast, in England, senior clinical academics have
been at the forefront in developing policy for and shap-
ing AHSC partnerships which continue to hang together.
The same senior clinical academics continue to hold leader-
ship roles in these organisations and may  provide stability
and drive which enables the models to continue to survive.
It is therefore possible that English cases have a differ-
ent rationale and greater clinical and academic legitimacy.
Comparative analysis of these settings, particularly across
countries, may  help inform our understanding of the role
of professionals and managers in forming policy on AHSCs
and the wider translational research agenda.
5.3. Organisational and policy boundaries
The second theme highlighted by our scoping review
reﬂects the “mission tensions” faced by AHSCs when try-
ing to pursue research, educational and clinical goals. These
mission tensions stem from both the wide range of roles,
cultures and identities within the clinical professions and
associated sciences that AHSC partnerships attempt to
bring together, and also from the regulatory frameworks
that these partnerships are part of within their respec-
tive countries. The boundaries between these groups are
multiple and various, inter-and intra-professional, inter
and intra-organisational and often geographical. There is
a wide literature which demonstrates how the transfer of
information and knowledge between these domains can
be problematic [70,71] and we therefore suggest it may  be
useful to study these boundaries in relation to AHSCs.
For example, one of the most critical boundaries in
terms of knowledge translation within an AHSC is that
between research and clinical practice. This can be charac-
terised in several ways, including as an epistemic boundary
(different ways of knowing exist in research and clinical
practice) [67], a professional boundary (basic and clinical
scientists distinguish themselves from practising clini-
cians) [72], or as an organisational boundary (between
healthcare providers and research organisations) [73].
However a boundary is deﬁned, boundary “work” is essen-
tial in attempting to translate knowledge between these
domains. This can take a variety of forms, including the
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se of boundary objects [74,75], and the roles of boundary
panners, for example clinical scientists, who take care of
 speciﬁc boundary over time [59].
The establishment of AHSCs can be seen as a policy
olution to knowledge translation across the research and
linical boundary, with the aim of drawing the issues
ogether in a partnership setting and using organisational
nd team level responses to overcome barriers. For exam-
le, English AHSC responses included formalising “Joint
esearch Ofﬁces” which aim to minimise obstacles to
btaining required approvals for research taking place
n NHS trusts. However, policy level responses may  also
e needed to tackle these mission tensions. As we have
emonstrated, AHSCs are inﬂuenced by the regulatory and
olicy environments in which they are situated. In Eng-
and, AHSCs are shaped by central government policies
ndertaken by separate departments. This can lead to com-
eting ﬁnancial and regulatory priorities in AHSCs. Policy
akers may  therefore be able to reduce some of those
ission tensions by aligning funding streams and com-
eting incentives between healthcare and research. This
s being pursued, in some instances, through national fun-
ers, such as the National Institute for Health Research in
ngland. Further research into boundaries and boundary
ork at a policy and organisational level (and interaction
etween the two) may  help us understand how transla-
ional research operates.
Our paper has some limitations. The scope of the review
as purposely broad to scan the range of literature on
HSCs, but some areas of literature may  have been passed
ver. We  mitigated this by ensuring that appropriate
ournals were hand searched. Secondly, the themes were
enerated using an inductive approach, and are overlap-
ing. However, we believe the themes hold true in broad
erms, and the gaps we highlight in the literature overall
emain appropriate. Furthermore the deﬁnition of AHSCs is
ubjective and dependent on contextual factors, but we  see
hem as a new organisational form developing internation-
lly and therefore theoretically important and interesting
o study. We  also acknowledge that presenting a single pol-
cy case example of England may  not reﬂect the variety of
HSC developments in other countries, but it allows us to
resent some policy questions which could be considered
hrough other international examples.
. Conclusion
This paper has reviewed the wide variety of literature
ublished on AHSCs. The gaps in this literature from a social
cience perspective are a lack of theory development or
mpirical research on the organisational and policy aspects
f AHSCs as they work towards their tripartite missions
f research, education and patient care. Furthermore, the
iterature is dominated by organisational level single site
escriptive cases. We  have contributed to addressing this
ap by using a policy transfer framework to consider the
ase example of England.Pointing towards a future research agenda on AHSCs
nd policy frameworks surrounding them, we have drawn
n three useful literatures (policy transfer and epis-
emic communities, professional/managerial relations and 117 (2014) 382–391 389
boundaries). These three literatures have a key feature in
common—the importance of professional and managerial
elites whose networks span professional, organisational
and national boundaries. We  suggest three AHSC research
questions derived from these literatures.
Firstly, policy transfer literature on health has mainly
focussed around large scale reforms [63] or speciﬁc public
health initiatives [54]. Our contribution to this literature
brings together both health and research policy. Future
empirical studies of AHSCs could examine international
policy networks and how they operate to transfer policy,
and to what extent policies are still shaped by national and
international structures.
Secondly, AHSC epistemic communities are of inter-
est from a professional/managerial relations perspective.
Building on previous studies of AHSCs, further research
could consider what impact these communities and
their international networks have on professional and
managerial relations. These communities may be linked
to a possible professional restratiﬁcation in biomedical
research and healthcare, where elites may  take on man-
agerial functions whilst simultaneously protecting their
clinical academic interests.
Thirdly, using boundary theory, future research could
examine how these elites may  help drive translational
research within university and healthcare partnerships.
Clinical academic elites may  act as organisational, epis-
temic and professional boundary spanners, and we can
consider the processes through which they are able (or not)
to span different boundaries within AHSCs.
Our paper has highlighted some key concerns for pol-
icy makers. Firstly, AHSCs are particularly complex. Their
multiple and varied missions, funding streams and profes-
sional groups contribute to a range of competing priorities
within the organisations. Policy makers in education,
healthcare and research should recognise this complex-
ity, minimise competing policy positions and incentivise
AHSCs to achieve their tripartite missions through transla-
tional funding streams and other policy levers appropriate
to the national context.
Secondly, at an organisational and national level, no
“one size ﬁts all” approach can be applied to AHSCs. We
have demonstrated that in North America and England
a range of organisational models have developed reﬂect-
ing local circumstances, and that the organisational model
adopted does not necessarily determine whether or not an
AHSC is successful in achieving its tripartite mission.
Thirdly, AHSCs are inﬂuenced by factors beyond
national boundaries. They are international organisations.
The networks in which high level medical research groups
operate are international and ideas ﬂow across these
national boundaries. Policy makers should recognise this
phenomenon and ensure that national policies do not
restrict the scope of this knowledge ﬂow.
As these new organisational forms and variants of them
become more widely developed internationally, and more
public funding is allocated to them through translational
research streams, research exploring social factors within
these settings may  prove fruitful in developing our under-
standing of “how” translational research works and why it
may  work in some settings and not others.
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